The familial occurrence of idiopathic mitral valve prolapse has been well described.1-'0 It has been suggested that the condition is transmitted in an autosomal dominant manner with incomplete penetrance, the expressivity among female subjects appearing to be more complete. 9 In another recent study on patients with straight back syndrome, mitral valve prolapse was found in 67%."l The straight back syndrome was considered an autosomal dominant condition with the antigenic determinants possibly located on chromosome 6 . It is thus possible that the familial occurrence of mitral valve prolapse is the result of its association with the straight back syndrome. This possibility, not previously studied, is the subject of the present paper.
Subjects and methods
A family study was carried out in 22 patients with idiopathic mitral valve prolapse. None of the 22 suffered from the Marfan's syndrome. The diagnosis of mitral valve prolapse was based on one or more of the following criteria.
(1) The presence of non-ejection systolic click(s) (with or without a late systolic murmur) in the absence of other causes such as a small ventricular septal defect with aneurysm of the interventricular septum'2 13 a left sided pneumothorax,'4 a calcified left atrial myxoma,'5 hypertrophic obstructive cardiomytpathy,'6 a previous mitral valvotomy, '7 and pneumoperitoneum. '18 Accepted for publication 8 March 1983 97 (2) The presence of mid-systolic buckling'920 or pansystolic bowing greater than 3 mm2' in the M-mode echocardiogram.
First degree relatives of the 22 patients, who were willing to participate, were studied. Each had a complete history and physical examination and M-mode echocardiography. Auscultation of the heart was performed in various positions (supine, left lateral decubitus, sitting, and standing) and with the Valsalva manoeuvre. M-mode echocardiograms were recorded on Kodak linagraph direct print paper using an E for M VR12 recording system and a 2-25 MHz transducer. In the echocardiographic examination, the transducer was positioned in a vertical manner so as to avoid false positive pansystolic bowing caused by excessive inferior angulation.922- 24 Radiological examinations were carried out in the 22 propositi. Posteroanterior and lateral chest radiographs were taken with the patient erect and in full inspiration. A posteroanterior radiograph of the left hand was also taken with the forearm in pronation and fingers extended. From the radiographs, the following information was obtained.
( group.bmj.com on October 30, 2017 -Published by http://heart.bmj.com/ Downloaded from eighth thoracic vertebral body to a line connecting the fourth and 12th thoracic vertebrae and recommended a value less than 1.2 cm as indicative of a straight back. Both methods suffer from having a relatively large standard deviation so that the diagnostic sensitivity is reduced. Nevertheless, loss of thoracic kyphosis is associated with decrease in the anteroposterior diameter of the thorax. Hence, in the study by Twigg et al.32 as well as in our previous25 and present studies the diagnosis of a straight back was made using the ratio between the anteroposterior diameter and the transverse diameter of the thorax.
Our present study supports the belief that mitral valve prolapse is transmitted in an autosomal dominant manner with incomplete penetrance (26.8% among first degree relatives), the expressivity among female subjects (30-80/%) appearing more complete than among male subjects (21.9%).9 More important, our study shows that the familial occurrence of mitral valve prolapse does not depend on its association with the straight back syndrome. Though the straight back syndrome was described as an isolated entity," I 
